MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 553%2'5094,

DEPARTMENT OF PUGLIC HEALTH AND WELFARE

_ o R ] ZQi - ) . STATE FILE NUMBER
DO NOT WRITE AMENDED Ei’l‘“E“ °B"’"‘_' |N|°|-F-—m—i i; R4 rimary Registration District No. .Mi.ngimf. Na. .._.:4..,/..63____-

ON THIS STUR

1. PLACE OF DEATH 2; USUAL RESIDENCE (Whero deceassd lived. |f Institution: Residence bafore
a. COUNTY BE rion a. STATE Mo. : b. COUNTY mrion admission)

b. Cé\;f {1 om:ide_,c‘wlpofafe limits, give TOWNSHIP only) Length of stay in 1b ¢, CITY Inside Limits

oW Henndbal Life oW Hannibal Yor [ No 1

<. FULL NAME OF {If NOT in hoapltal, give location) A] inside Limits - d, (If cutside, give lacation) Reside on Farm

V$ 300
Rev. 4/59

_‘a_éﬂ’_ . HOSPITAL OR
2648 NN 14 N Hayden St |0 0 116 N Hayden St 0 B
3. NAME OF DECEASED )

3 First Middie a. DS';IE Month Day Year
Gwendolym ers oeam  June 18, 1963
5. SEX 6. COLOR OR RACE 7. Married [0 Never Married 8. DATE OF BIRTH | 9- AGE (mst birthdoy) | IF UNDER 1 YEAR IF UNDER 24 HE,

Female White Widowed [ Divorced [J Dl 9, 1 5 47 Momhq'in.ys Hours | Min.

10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTH!LACE {City and state or country} | 12, CITIZEN OF WHAT COUNTRY

“Hetgawork e Hannibal, Mo. J_ USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

~Wale Myers None
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
Ye F unk If yes, gi di f
{ umw un nawn)J( yes, give war or dates of servi W.T. MYers Han.nibal’ Mo.

18. CAUSE OF DEATH (Enter only one cause per line Tor (an {oy ono - INTERVAL BETWEEN
- PART I. DEATH WAS CAUSED BY: ‘ * ' - «| ONSET:AND DEATH .-

IMMEDIATE CAUSE (a) MMMW—MQ—

Conditions, if sny, DUE TQ (b)
which gave risa to
above cause (a),
stating the under-
lying  cause last. .DUE YQ {c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TCO DEATH but not related to the terminal PART 11, if decessed was female was
disease condition given in PART | (a) . . thera & pregnancy in last 90 days.

- : [O ves i gNe | 0] Unknown
1.9. WAS AUTOPSY | 20a. ACCIDENY  SUICIDE HDAIEJ-IGIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? a a .
YES (O NOM wm D MM e g’aﬂ,c g - Il
20c. TIME OF Heul Month, Day, Year
INJURY e : -

/7 p.mm- ”M’W }) & Qasag ;: M .
:20d. INJURY QCCURRED 20s. PLACE OF INJURY (e.gﬁ in I;:Ird abaut r;Sme. 20f. CITY, JOWN, OR LOCATION COUNTY
7T, WHILE AT WORK [ . farm, factog, street, office bidg., etc. .
7 NOT WHILE AT.WORK [ |- ; / _ PP Jo,

21. 1 ittanded. the decosted from - and last saw [1iy alive on

Death oc?urr'ed at. // f __m on the date stated above, and to the best of my knowledge, from the causes stated.

: [Degree or title) - 22h. ADDRESS 22c. DATE SIGNED

J S 9 @ Corrar | Jdanntnt 6-17-43

23a. BURIAL, CREMATION, | Z3b. DATE [ 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) {State)
REMOVAL (Specify) |- L.

%M& 25. SMEIEE%D. avlzg;:m. REG. u.nlfe)&smm‘s IGIH\TOURE , }
Clark Funer 2 Kb3 B BN cte by Hllia
. " 227 . Herrans

{Licansed Embalmer’s Statement on Reverse Side)

DATE AMENDED

(Type or print)

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

1
-

USE BLACK INK

Fi
220. SIGHATURE

TYPEWRITER RIBEON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




_ STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is.recorded on the reverse side of this certificate was embalmed by me,

Student Embaimer No.

or by

working under my personal supervision.

-Student,

Signature of Student Embalmer
I._i;ensed,l_Emba'lmer No.

4217

P O. Address_Hannibal,_MQQ_

(Failure to comply

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN’ HANDWRITING.
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

lf thls(bedy is not embalmed, fac1 should be 50. stated above. . -




